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Dharwad is one of the high 
HIV prevalence districts in Karnataka, 
with an HIV prevalence of 
2 per cent among ANC attendees 
and 3.5 per cent among 


STI clinic attendees 


SUMMARY 


Mapping and Situation Assessment in HDMC, 
Dharwad district, Karnataka, South India 


This mapping and situation assessment was 
undertaken as a first step towards designing 
an urban demonstration project in the Hubli- 
Dharwad Municipal Corporation (HDMC) area, 
Dharwad distict, Karnataka. The project is one 
of three demonstration projects being 
implemented by the _ I/ndia-Canada 
Collaborative HIV/AIDS Project (ICHAP). 


Dharwad is one of the high HIV prevalence 
districts in Karnataka, with an HIV prevalence 
of 2 per cent among ANC attendees’ and 3.5 
per cent among STI clinic attendees.* The 
mapping and situation assessment covered 
the twin cities of Hubli and Dharwad busy 
commercial hubs with a combined population 
of 7.86 lakh? and a concentration of high-risk 
behaviour. 


The primary objectives of the study were to 
map locations of high-risk behaviour in HDMC 
and estimate the number of participants 
thereof; profile participants in risk behaviour; 
and assess the needs of vulnerable groups 
with respect to prevention, testing and care 
for STI and HIV. 


Methodology 


The study, conducted between January and_. 


June 2003, was divided into two phases. In 
the first phase, a mapping exercise was 
undertaken using a ‘geographical approach’ 
to identify locations that have a high 
prevalence of high-risk behaviour. In the 
second phase, situation assessment was 
undertaken with 95 sex workers, 91 clients and 
44 network operators, as well as a total of 280 
married and unmarried women and men in 
seven slums. 


Key Findings 


@ Multi-partner commercial sexual activity is 
the most prevalent risk behaviour in HDMC. 
Approximately 631 sex workers sell sex to 


around 2,202 clients across 175 spots in HDMC 
per day. Hubli city accounts for 70 per cent of 
this volume. 


@ Sex workers in HDMC can be classified into 
three categories: street-based sex workers or 
SSWs (51 per cent) who solicit on the street 
and are dependent on sex work for their 
livelihood; part-time sex workers or PSWs (39 
per cent) who solicit on the streets but have 
alternative occupations; and brothel-based sex 
workers or BSWs (10 per cent). 


@ The three categories of sex workers are 
differentiated by literacy levels, the number of 
clients per day, and access to and use of health 
services. BSWs have the highest number of 
clients per day (8), are the most well-informed 
about HIV/AIDS and display a greater use of 
health services. On the other hand, 80 per cent 
of PSWs are illiterate, have about one to two 


Dharwad District 


Figure 1: Map of Hubli-Dharwad Municipal 
Corporation (shaded area) 


Not to scale 


clients a day and emerge as the most 
vulnerable of sex workers in HDMC. 


1 Karnataka State AIDS Prevention Society (KSAPS) and India—Canada Collaborative HIV/AIDS Project (ICHAP) 
(2002) Report on HIV Sentinel Surveillance, Bangalore 


2 India-Canada Collaborative HIV/AIDS Project (ICHAP) (forthcoming) Report on the study of socio-— 
demographic and behavioural characteristics of patients attending STI care services and STI care providers 


3. Census of India (2001) 


e Clients are drawn from a wide cross-section 
of occupations, with the highest concentration 
in the age group of 22 and 30 years. Literacy 
levels are relatively high (80 per cent). A 
majority of them are married, indicating a 
corresponding number of married women at 
risk. Almost half the client population visits 
HDMC from other areas, and have an average 
of two paid sex encounters every month. 


Figure 2: Map of Karnataka 
Unshaded area: Dharwad district 


Not to scale 


®@ Most sex workers are linked with various 
operators within the commercial sexual 
network, such as auto drivers and lodge 
owners. The police play a restraining role on 
the degree to which sex work is openly 
marketed, while also facilitating it indirectly. 


@ Awareness of the terms HIV and AIDS is 
high among sex workers and clients. BSWs 
are the most well informed, while PSWs are 
the least informed. Most (82 per cent) sex 


workers believe that they are not at risk to 
HIV themselves. 


@ Reporting of condom use differs widely. As 
many as 36 per cent clients have never used a 
condom. Of the rest, a few use condoms 
regularly. Most sex workers, except those 
based in brothels, rely on clients to carry a 
condom. They generally lack the skills to 
negotiate condom use, and are afraid of losing 
business if they insist. Some of them agree 
to sex without condoms in exchange for a 
higher price. 


@ Many slums are located in or around ‘hot 
spot’ zones. These slums have a sizeable 
number of males who often visit sex workers 
located as far away as possible from their 
residence. Most slums also have women who 
engage in unpaid, multi-partner sex in their 
homes. Respondents in all seven slums report 
STI symptoms. Awareness levels on all 
aspects of HIV/AIDS are significantly low, 
particularly among unmarried females. 
Married partners rarely use condoms, largely 
due to lack of information, visibility and access. 
The biggest barriers to seeking healthcare in 
slums are lack of access and cost. Women face 
an additional problem in that there are very 
few women doctors available. 


@ The study did not find high degrees of other 
risk situations such as MSM (men who have 
sex with men) or IDUs (intravenous drug 
users). However, this could be due to the 
secretive nature of such activities. 


@ The findings indicate the need for a 
programmatic approach with three forms of 
interventions: hot spots interventions, 
slum interventions and provision of quality 
health services. 


@ Risk behaviour and sexual networks are not 
confined to specific sub-populations, but are 
spread over certain geographic zones. 
Interventions therefore need to be strategically 
located in these areas. 


@ High mobility among clients and sex 
workers necessitates wider community- 
based approaches. 


@ Organised sex networks can be a focal 
contact and information dissemination point 
for sex workers and their partners. 


@ Intense community-based approaches to 
promote HIV awareness and health-seeking 
behaviour in slums need to be prioritised. 
Slum interventions should not address 
sex workers within the slums since that 
makes them vulnerable to harassment, stigma 
and discrimination. 


Sieas . 


@ Findings relate to the period January—June 
2003, when the study took place. Mapping 
exercises are usually not entirely reliable, 
particularly when they pertain to dynamic and 
mobile populations exhibiting a particular 
pattern of behaviour. 


The situation assessment study is based on a 
sample of 200 people, who comprise only a 
small percentage of the entire population in 
HDMC that is estimated to be participating in 
commercial sex activities. When the report 
states that 10 per cent clients report condom 
use, it means that nine of the 91 clients 
reported that they use condoms. Interviewing 
another five people who used condoms would 
have dramatically raised the figure for condom 
usage to 16 per cent. These sample sizes 
should be kept in mind while reading the data. 


HDMC is important for HIV interventions 


because of high prevalence 
of HIV (2 per cent) among antenatal 
women and low awareness 


about STI/HIV among STI patients 


PRB ACKGROUND 


The Urban Demonstration Project (UDP) 


To implement its HIV prevention programme 
in Karnataka, the India—Canada Collaborative 
HIV/AIDS Project (ICHAP) prioritised Dharwad 
and Bagalkot as key districts for demonstration 
interventions. As a first step in the process of 
setting up the Urban Demonstration 
Project (UDP) in the Hubli-Dharwad Municipal 
Corporation (HDMC) area, a two-day 
workshop was held in Dharwad district 
(September 2002). 


Workshop participants consisted of 
representatives of various organisations, 
including ICHAP, KSAPS, HDMC, Dharwad 
district administration, academic institutions 
and NGOs. The project was officially launched 
at the workshop and key concerns in the 
district were identified. 


The underlying factors driving the HIV 
epidemic were believed to be: in-migration, a 
thriving transportation industry, the presence 
of a number of educational institutions and 
easy access to other urban centres in the 
south. Proximate factors influencing the 
epidemic were believed to be: sex work, high 
prevalence of sexually transmitted infections 
(STI), non-availability of condoms and low 
levels of information on HIV/AIDS. HDMC was 
specifically highlighted as being important for 
HIV-related interventions. The absence of a 
systematic understanding of risk and 
vulnerability in HDMC indicated that an 
assessment study was crucial before 
programmes could be designed. 


Hubli-Dharwad Municipal Corporation 


Spread over 10,325 sq km, Dharwad district 
is surrounded by the districts of Gadag, 
Belgaum, Uttara Kannada and Haveri. Located 
on the Mumbai-Bangalore railway line and the 
Pune—Bangalore National Highway (NH4), 
Dharwad district has five administrative 
divisions (‘taluks’): Dharwad, Hubli, Kalgahatgi, 
Kundgol and Navalgund. According to the 


Census of India (2001), the population of 
Dharwad district is over 1.6 million, of which 
54.9 per cent reside in urban areas. Males 
comprise 51.3 per cent and females 48.7 per 
cent of the population, with the female—male 
sex ratio standing at 948:1000. 


HDMC is spread across two taluks: Hubli and 
Dharwad. The twin cities of Hubli and Dharwad 
are key centres for education, finance and 
industry in northern Karnataka. The total 
population of HDMC is 786,018 and accounts 
for 49 per cent of the population of the entire 
district. The sex ratio is at par with that of the 
district: 949 females for every 1000 males 
(Census of India, 2001). 


Mapping and situation assessment in HDMC 


There are two major reasons why HDMC is 
important for HIV interventions. One is the 
prevalence of HIV (2 per cent) among antenatal 
women as revealed by a sentinel surveillance 
carried out in the year 2002 (KSAPS and 
ICHAP, 2002);* the second is the low 
awareness about STI/HIV among STI patients, 
which was revealed by another study 
conducted by ICHAP in Dharwad district 
(ICHAP, forthcoming).° 


Preliminary assessments through workshops 
and other interactions showed the need to 
collect detailed information to assist in the 
design of the UDP. The information gaps 
identified included: 


@ = Sites of high-risk behaviour within HDMC 


@ Profiles of persons involved in high-risk 
behaviour and those vulnerable to STI, 
including HIV 


@ Awareness levels, practices and needs 
of the populations at risk 


@ Operational priorities on where to place 
interventions 


4 Karnataka State AIDS Prevention Society (KSAPS) and India—Canada Collaborative HIV/AIDS Project (ICHAP) 
(2002) Report on HIV Sentinel Surveillance, Bangalore 


5 India-Canada Collaborative HIV/AIDS Project (ICHAP) (forthcoming) Report on the study of socio— 
demographic and behavioural characteristics of patients attending STI care services and STI care providers 
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Systematic mapping and situational 
assessment of the population in HDMC were 
therefore carried out by ICHAP in collaboration 
with Swasti, a Health Resource Centre based 


in Bangalore. 


Local stakeholders were involved right from 
the beginning of the study. They participated 
as key informants or research assistants and 
received extensive training on HIV-related 
issues. NGOs and government organisations 


and departments were actively part of the 
research team as well as the Research 
Reference Team, which assisted in finalising 
the research team, reviewing and approving 
the methodology for slum sample selection, 
reviewing research processes, resolving 
bottlenecks, reviewing progress and validating 
the findings emerging from the pilot exercise. 
Local (Dharwad) university students and 
researchers were also involved in the research 
process and received training for the same. 
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The “geographical” approach identifies and assesses sites 


with networks of individuals at high-risk and elicits 


profiles of these individuals irrespective of their occupations 
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The “Geographical” Approach 


Conventional HIV needs assessment 
programmes in India work with pre-defined 
‘high-risk groups’, based largely on 
occupational or social sub-groups. However, 
this approach fails to recognise that sexual risk 
behaviour and sexual networks often include 
individuals from a broad spectrum of socio- 
demographic groups. An alternative approach 
is to plan HIV prevention geographically, with 
an emphasis on_ identifying places 
where individuals engaging in high-risk 
behaviour congregate. 


According to Weir et al. (2002):° 


Improved epidemiological methods are still 
needed to identify, characterise, and access 
for intervention, the key sexual networks 

. An important barrier to developing 
sexual network informed interventions has 
been the lack of rapid, reliable, and valid 
field methods .... The challenge is to 
translate key sexual network concepts 
and parameters into variables that can 
be measured. ... 


Methods like surveys and clinic-based partner 
approaches do not achieve an in-depth 
understanding of high-risk behaviour, 
especially in sexual networks, among various 
populations. The limited information that can 
be captured on the selected population cannot 
be scaled up for interventions. Tracing sexual 
networks and the people at risk in them 
requires broader frameworks. 


Weir et al. also note that, “Although empiric 
data to describe key features of a population’s 
sexual network can be difficult to obtain from 
individuals, there may be readily observable 
characteristics at the community level 
associated with its capacity to spread or 
sustain STD/HIV....” 


A map of Karnataka correlated with data on 
HIV transmission rates may provide physical 


or ‘geographical’ patterns through which ‘high 
transmission areas’ for HIV can be identified. 
These high transmission areas may be places 
where intersections between commercial and 
social activity occur. In these places, 
individuals may be part of a network where 
they find new sexual partners or engage in 
other high-risk behaviour. Based on this, a 
strategic intervention would select such areas 
and intervene with all individuals engaging in 
such risk behaviour. 


The geographical approach to mapping and 
situation assessment involves: 


@ = Identifying locales where high-risk 
behaviour takes place (high risk being 
defined by sex work, casual sexual 
partners, drug use, etc.) 


@ Profiling persons involved in such high- 
risk behaviour within these locales 


This approach differs from conventional 
mapping to the extent in that it neither pre- 
decides on the high-risk groups nor produces 
a list of numbers and locales of pre-decided 
groups. Rather, it provides a list of locales 
where risk activity takes place, the types of 
risk activity involved and the profiles of 
persons engaging in such activity. It also 
provides some basic estimates of the numbers 
of people who fall into the high-risk behaviour 
category, and prioritises locale-based 
assessments of high-risk sites and spots made 
by key informants. 


The present study used the ‘geographical’ 
approach to identify and assess sites with 
networks of individuals at high risk and to elicit 
the profiles of these individuals irrespective 
of their occupations. 


Objectives of the study 


@ To map locales of high-risk pehavieur 
in HDMC and estimate the number of 
participants 


6 Weir, S. S., C Morroni, N Coetzee, J Spencer, J T Boerma (2002) A pilot study of a rapid 
assessment method to identify places for AIDS prevention in Cape Town, South Africa. Sexually 


Transmitted Infections, 78 (Suppl. |): 1106 -i113. 


@ To profile participants in risk behaviour 
and assess knowledge, attitudes and 
practices with respect to STI and HIV, 
including their access to and use of 
condoms, and their health-seeking 


behaviour 


@ Toassess the needs of vulnerable groups 
with respect to prevention, testing and 
care for STI and HIV 


@ To understand the sex network and its 
pattern(s) of operation, as well as the roles 
of various operators in the network 


The study was divided into two phases. 


Phase | — Mapping of hot spots 


In the first phase, the research team mapped 
locales where high-risk behaviour took place 
in HDMC. These were marked as ‘hot spots’ 
ona physical map. Clusters of hot spots were 
identified and categorised into high-risk 
‘zones’. Mapping also provided profiles and 
estimates of individuals engaged in high-risk 
behaviour in these spots. 


Phase Il — Situation assessment 


In the second phase, the research team 
conducted situation assessments through in- 
depth formal and informal interviews and focus 
group discussions. The aim of the exercise was 
to understand the needs of people at risk; the 
role of operators and facilitators in the sex 
network; and the knowledge, attitudes and 
practices of those vulnerable to STI/HIV. 


As mentioned earlier, the objective of the 


mapping exercise was to identify locales of 
high-risk behaviour in HDMC, and estimate and 
profile the people involved in such behaviour 
in each location. The study relied on anecdotal 
data provided by various informants selected 
through a snowballing sampling process to 
identify high-risk locales. The research 
sampled close to 150 hot spots and 
interviewed over 500 individuals. In addition, 
around 20 slums were identified as hot spots, 
with in-depth mapping conducted in 16 of 
them (10 per cent of total slums in HDMC). 
A two-member team validated data from 


the mapping exercise through regular cross- 
group comparisons. 
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After data collection, separate maps were 
prepared for Hubli and Dharwad with the help 
of field supervisors. Colour-coded dots were 
placed on the maps to indicate the presence 
of high-risk behaviour and different high-risk 
activities such as soliciting and commercial 
sexual activity. The maps quickly revealed that 
in both cities, most high-risk activity tended 
to converge in certain pockets (see Figure 3). 
Lines were drawn around concentrated groups 
of dots and each area within an enclosure 
came to represent a group of places where 
high-risk behaviour took place. Each such 
encircled area was termed a ‘zone’. The basis 
for encircling a group of dots was proximity 
to each other rather than uniformity of size of 
the encircled area, characteristics thereof 
or any other measured variable. The 
mapping exercise identified 13 zones of high- 
risk behaviour. 


Figure 3: Geographic representation of 
high-risk behaviour hot spots in a district. 
Encircled areas represents ‘zones’. 


Sales a ae 


umber of zones were selected for 
situation assessment (see Table 1 for selected 
zones and parameters for their selection). 


In each of these zones, the objective was to 
cover 10 per cent of the population 
participating in high-risk behaviour. The 
sample was selected proportionately based on 
sexual activity and sex work profile. Table 2 
gives the sample size of respondents. 


Seven slums were also selected for situation 
assessment. The three slums chosen in Hubli 
showed the highest, second highest and the 
least estimates of high-risk behaviour, while 


Table 1: Sample of hot spots 
for situation assessment 


Accounts for 60% of 
sex work soliciting in 
Dharwad city 


Commerce 


Accounts for 36% of 
sexual activity in 
Dharwad city 


Open space 


Commerce Highest sex work 
soliciting and sexual 
activity across HDMC 


— over 60% 


Mobile population: 
commerce truckers, 
sex workers as well as 
people from across 
HDMC accessing areas 
outside for sex 


Table 2: Sample size of respondents 
for situation assessment 


the two Dharwad slums were those with the 
highest and lowest estimates. One randomly 
selected slum from each city was also added 
to this list. 


The individuals chosen from the slums for 
situation assessment interviews, focus group 
discussions and polling booth exercises fell 
into four categories: married and unmarried 
women and men. In all seven slums, 10 
individuals were randomly selected for each 


Table 3: Sample of respondents 
for slum populations across all slums 


10 per slum 


yn en 10persium 


10 per slum 


10 per slum 


(see Table 3). 


Informants for the study were selected based 


category, making a total of 280 respondents 


ane me 


on their visibility and proximity to the locales 
associated with high-risk behaviour. Peer 
workers from NGOs, auto drivers, clients and 
sex workers were contacted to reach primary 
and secondary informants, and network 
Operators. The researchers also used onsite 
identification of clients and sex workers. The 
identified informants included: 


@ Primary informants: who are involved in 
high-risk behaviour. 


@ Secondary informants: who facilitate 
high-risk behaviour (such as pimps), or 
are intimately acquainted with those who 
practice high-risk behaviour—such as 
friends of students who visit commercial 
sex workers, or paanwallahs (owners of 
corner shops who sell betel leaves/nuts, 
cigarettes and other assorted items) 
located outside a lodge where 
commercial sex work takes place. 


@ Tertiary informants: who are involved 
with sections of the vulnerable group in 
professional capacities (such as NGO 
outreach workers or policemen). 


The most important and widely used method 
for data collection was open-ended informal 
interviews. Other methods included formal 
interviews with tertiary informants like the 
police and doctors or with secondary 
informants like network controllers, 
focus group discussions and the ‘polling 
booth’ method, which used temporary 
secluded booths to elicit sensitive 
information from individual respondents 
to ensure confidentiality and, thereby, 
quality information. 
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Every day, approximately 631 sex 


workers sell sex to around 2202 clients 
in HDMC, with Hubli city alone 


accounting for 70 per cent of them 


RAPPING 


Locations and Estimates of High-Risk Activity 


Key informant interviews in various locations 
were used to map hot spots and 13 zones of 
high-risk behaviour in HDMC. The study set 
out to identify places where people meet new 
sexual partners or engage in high-risk 
behaviour, including multi-partner sex and 
intravenous drug use. It was found that multi- 
partner commercial sexual activity is the most 
prevalent risk behaviour, with female sex 
workers operating in all zones. The risk- 
prevalent zones include entertainment, 
commercial and industrial areas, highway 
locations and open spaces. Some sex workers 
live in or operate out of brothels, dhabas or 
lodges; others solicit in public places and 
engage in sex in open areas near highways, 
parks and plantations. 


Commercial sexual activity is the most 
prevalent high-risk behaviour in HDMC. Casual 
sexual activity is well defined only in slums 
(which is not to say it does not exist 
elsewhere, only that it was not reported as a 
priority by respondents). 


Mapping interviews identified different kinds 
of sex workers: street-based sex workers who 
sell sex on the street and are dependent on 
sex work for their income; part-time sex 
workers who also have. alternative 
occupations; and brothel-based sex workers. 
While part-time sex workers are relatively 
unorganised, a strong network of controllers 
and facilitators organise brothel- and dhaba- 
based sex work. This phase of the study also 
reinforced the need to understand the 
dynamics of the sex network and the roles of 
individuals within it. This section lists the 
findings of the mapping exercise. It provides 
a description of the locations of high-risk 
behaviour as well as estimates of the number 
of sex workers and the volume of commercial 
sexual activity in HDMC. 


The study found that many sex workers live 
in HDMC slums. While reports indicate a low 
degree of soliciting and sex work in these 
slums, other high-risk behaviour patterns have 
been indicated and need exploring. 


While mapping provided extensive profiles of 
commercial and casual sexual partners, it did 
not reveal validated estimates or descriptions 
of other types of risk behaviour like IDU 
(injecting drug users) and MSM (men who 
have sex with men). 


Zones of high-risk activity in HDMC 


Mapping revealed that certain zones in 
Dharwad city are popular for sex work due to 
the presence open land, parks, plantations, 
lodges and dhabas. Of the six zones identified 
in Dharwad city, one has 12 dhabas, while 
another has several lodges that are frequently 
used for sexual activity. The number of part- 
time sex workers exceeds that of street-based 
sex workers in the city. However, these 
women are the most difficult to identify, as 
they often hide behind their alternative 
occupations and are not a part of any 
organised network. 


Five zones of high-risk activity were identified 
in Hubli city. Sexual activity and soliciting are 
concentrated in zones with the most brothels. 
Our mapping exercise identified 10 brothels 
and 17 lodges (of which nine have sex workers 
living in them) across the city. Hubli has a 
higher volume of clients and a greater degree 
of control, organisation and networking in 
comparison to Dharwad. As a result, sex 
network operators play a very important role 
in Hubli. The percentage of street-based sex 
workers in Hubli exceeds those of part-time 
sex workers by a large margin. Additionally, 
a major portion of the sex work is 
concentrated in brothels and lodges. 


The slums in both Hubli and Dharwad are 
home to many sex workers, who rarely sell 
sex from their homes (however, there is some 
evidence of paid sexual activity in certain 
slums). Many of the slums are located on the 
periphery of or within the ‘hot spots’ zones 
identified by the mapping exercise. More sex 
workers live in Hubli slums than in the slums 
of Dharwad. 


All soliciting takes place in public places (like 
markets, cinema halls, truck halt points, etc.), 
with sexual activity occurring in a variety of 
locations like brothels, lodges and open areas. 
Lodges are unambiguously associated with 
sex work by HDMC residents. However, the 
study reveals that the word ‘lodge’ is used 
loosely for more than one kind of place. The 
following section outlines the different places 
where sexual activity occurs, the commonly 
used terms for them and their function in the 
sex network. 


Brothels 


Brothels operate in the guise of either lodges 
or dhabas (restaurants/hotels located on 
highways). Rooms in brothels are rented out 
on hourly slabs to clients only for sex. 
Ordinary travellers/guests are not allowed to 
stay here. The brothel owner, manager, room 
boys and bouncers (strongmen) run these 
places. All brothels in HDMC are located in 
Hubli city'and brothel-based sex workers 
comprise 19 per cent of the total sex worker 
population here. Though Dharwad city has 
several lodges, none operates as a brothel. 


Clients find out about brothels on their own 
or through facilitators like auto-drivers and 
agents. Sometimes, the bouncers working for 
these brothels solicit clients for the sex 
workers. Most clients who visit a brothel do 
so because they prefer the privacy it affords 
them and because it makes them feel less 
threatened by the police. 


Lodges 


Sex workers also rent rooms in mainstream 
lodges for a few days, or sometimes visit them 
with their clients. Some lodges allow sex 
workers and clients to rent rooms for a few 
hours. Others allow women to stay at the 
lodge to sell sex to interested clients. The 
lodge owners, managers, room boys and 
security personnel are all part of the network. 


The lodges in Hubli and Dharwad together 
account for 38 per cent of the women who 
sell sex in HDMC. However, while in Hubli 
around 48 per cent of the women operate out 
of lodges only 18 per cent do so in Dharwad. 
This difference is easily explained if we 
consider that Hubli is the commercial centre 
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of the district. Not surprisingly, it has a 
constant flux of travellers and therefore a 
higher number of lodges than Dharwad. 


Not all lodges in HDMC operate as points of 
commercial sexual activity ——- only sex 
workers, their regular clients and other 
network operators know those that do. Stray 
or new clients visiting a lodge have to enquire 
about the availability of sex workers. Both 
street-based and part-time sex workers report 
that if they can afford it, clients prefer lodges 
to open spaces. In addition, since lodge 
owners usually warn clients about impeding 
police raids, these lodges are considered 
‘safer’. Entry into such lodges can be gained 
only via the lodge owners. 


Dhabas 


Dhabas provide clients with rooms, if 
available, or entry to covered spaces behind 
the dhaba, for sex. Dhabas are the only 
locations in HDMC where soliciting and sex 
occur at the same point. Sex workers who 
operate in dhabas comprise a small 
number (10 per cent) of the sex worker 
population in HDMC. 


While most dhabas do not have live-in sex 
workers (they arrive at dusk and stay until 
dawn), certain dhabas operate like brothels. 
The sex workers live here, and cannot travel 
as they wish. However, it is the dhaba owner 
who determines which women stay and for 
how long. 


Open spaces 


Around 42 per cent of sex workers in HDMC 
have sex with their clients in open places. 
These include places that are surrounded by 
shrubbery and secluded from public view, 
including unused buildings/construction sites. 
There is a vast difference between the two 
cities with respect to the use of such locations. 
The number of women having sex in open 
places in Dharwad is higher (68 per cent) than 
those in Hubli (20 per cent). This difference is 
explained when viewed in the context of the 
volume of sex work in lodges and brothels 
that takes place in Hubli. 


Hardly any soliciting occurs in open places 
since they are usually deserted and unlit. 
Clients who prefer to use such places for sex 
cite two major reasons — first, they save on 


room rent charged by lodges; and second, 
lack of lighting means that they will not be 
spotted entering places that are publicly 
known as sites for commercial sex. 


Most women selling sex in these places are 
part-time sex workers — the most vulnerable 
group in terms of knowledge, awareness and 
organised protection. However, since there 
are no reports of police raids on open places, 
sex workers and their clients perceive these 
places as being safe. 


Estimates of commercial sexual activity 


Table 4 shows the number of sex workers 
practising and the estimated number of clients 
entertained on a daily basis in each zone, 
across the three categories of sex workers 
(street-based, part-time and brothel-based). 
Every day approximately 631 sex workers sell 
sex to around 2,202 clients in HDMC. Hubli 
city accounts for 70 per cent of this. Within 
Hubli, 60 per cent of soliciting and 80 per cent 
of sexual activity is concentrated in K&L zone, 
which is a centre for commercial and 
entertainment activities. This zone also has 
numerous lodges and brothels. Dharwad 
accounts for the remaining 30 per cent of the 
sub-population that engages in high-risk 
behaviour in HDMC. Within Dharwad city, 
around 50 per cent of the sexual activity and 
a high volume of soliciting are concentrated 
in zones A andE, one of which is a commercial 
hub and the other is located near a highway. 
Dhabas located on highways stretching on 
either side of the twin cities account for 
5 per cent of the entire commercial sex activity 
in HDMC. 


The figures in Table 4 were determined in two 
phases; the number of sex workers was 
estimated during the mapping exercise. The 
number of clients was estimated later, during 
the situation assessment phase, when a 
detailed profile of each category of sex worker 


Table 4: Estimates of commercial sexual 
activity across zones per day in each city 


Zone SSW PSW BSW Clients Total 


Dharwad 


Total 288 


was put together. This profile included details 
on the number of sexual partners per day, 
week and month, based on which the 
estimates of clients were computed. Details 
of the estimation process are provided in the 
section on situation assessment. The 
combined figures from both phases that have 
been given here show the extent of high-risk 
behaviour in HDMC. 


Brothels display a high level of business 
organisation, reflected in the way they speak 
about the rates for sex work. Rates 
are determined by the amount of time a 
client spends with the sex worker and the 
number of ejaculations he has. For instance, 
a half-hour/one ejaculation session might 
cost Rs 100. At the end of the half-hour or 
one ejaculation, whichever is first, the 
client is asked to leave or pay for another 
session. The price of a session varies from 
Rs 50 to Rs 150, depending on the status of 
the brothel. 


Lodges charge rent on half-hour or nightly 
slabs. The rates vary widely, depending 
on the premium commanded by the lodge. 
Some of them are considered up-market, 
used only by call girls and well-to-do clients. 
The client pays the room rent. However, 
if the sex worker lives in the lodge, she 
has to pay rent for the days she does not 
have clients. 


Contrary to common perception, not 
all clients at dhabas are transportation 
workers. Network operators suggest that 
a large number of clients at dhabas 
are actually well off inhabitants of HDMC, 
with their own transport, who travel 
large distances in order to avoid being | 
recognised. Their occupational profiles 
vary from students and executives, to 
politicians. This study sampled only two 
clients in dhabas — neither of whom are 
transportation workers. 


Most sex workers are linked with 
various operators within the 
commercialised sexual network. 
From the point of first contact with 
older sex workers or agents, 


to meeting network controllers 


like brothel keepers, and becoming 
familiar with facilitators, 


sex workers interact with 


several individuals who 


sustain the sex network 


Only five SSWs/PSWs, and one client, 
were carrying condoms with them 
during interviews. Since all | 
interviews were conducted at 
soliciting points and areas where 
respondents were seeking partners, 
the absence of a condom may 


indicate lack of intent to use one. 
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PASSESSMENT 


Situation Assessment of Populations 
involved in High-Risk Behaviour 


The situation assessment exercise was 
conducted to understand the profiles and 
awareness levels of individuals engaged in 
high-risk behaviour within the intricate sex 
network in HDMC. The assessment, 
conducted in five zones (A, E, K, L, and O) and 
seven slums across HDMC, provides details 
about sex workers, network controllers, 
facilitators, number of partners or clients, 
condom use, HIV awareness and other key 
issues in order to help frame interventions. 
The selection process of zones and slums 
has already been elaborated in the section 
on methodology. 


This section examines the profiles of 
populations at risk in hot spots including sex 
workers and clients, the dynamics of sex work 
and the role of controllers and facilitators. 


Based on their location of soliciting and 
occupational profile, sex workers can be 
classified into three categories. 


Street-based sex workers or SSWs 


Street-based sex workers form the largest 
category of sex workers, constituting 51 per 
cent of the sex worker population in HDMC. 
Sex work is their only source of income. In 
Dharwad, 37 per cent of the sex worker 
population, and in Hubli closer to 60 per cent, 
are SSWs. Soliciting occurs in crowded public 
places like markets, movie halls or parks. 
Sexual activity occurs elsewhere. 


A majority (88 per cent) of SSWs interviewed 
in the study report that they are residents of 
HDMC. The remaining are residents of 
surrounding villages and other districts. Those 
from other districts or towns rent houses in 
HDMC slums and live with their peers. 


Part-time sex workers or PSWs 


Some sex workers have dual occupations. 
These women sell sex on a limited, though 
regular, basis. PSWs are the second largest 
group in the study, constituting 39 per cent of 
the sex workers in HDMC. Sixty-three per cent 


of the sex worker population in Dharwad and 
24 per cent in Hubli are PSWs. They have been 
classified separately since their profiles (both 
personal and risk), patterns of movement and 
levels of exposure vary considerably from 
other groups. 


Around 40 per cent of PSWs are street 
vendors of various goods, ranging from 
vegetables or flowers to dolls and bangles. 
The second most commonly reported 
occupation (26 per cent) is daily wage labour 
on construction sites and in factories, or load 
bearing in commercial areas. Some PSWs (20 
per cent) are salaried as house cleaners, while 
others are small-scale entrepreneurs. For 
some, the primary occupation is vending or 
labour work, with sex work serving as a 
supplementary occupation. For others, 
vending/labour may be a front for soliciting. 
Although the study does not map the number 
of PSWs for whom sex work is the primary 
occupation, it is likely that PSWs for whom 
sex work is the secondary occupation are in 
the majority. 


Most PSWs (86 per cent) speak Kannada and 
the rest speak Marathi or Urdu, languages 
used by large sub-populations in HDMC. Only 
65 per cent state that they live in HDMC. The 
rest are visitors from neighbouring areas who 
come to the city in the morning and return to 
their villages in the evening. Since they do not 
engage in sex work around their residential 
areas, mobility is higher among PSWs than 
among SSWSs (only 12 per cent of SSWs are 
from outside HDMC, as compared to 35 per 
cent of PSWs). 


Brothel-based sex workers or BSWs 


According to our study, around 10 per cent of 
sex workers in HDMC operate out of brothels. 
These women do not solicit in public places. 
This category has a significant proportion of 
women from neighbouring states, primarily 
Andhra Pradesh. Of the BSWs interviewed, 50 
per cent are from Karnataka, 40 per cent from 
Andhra Pradesh and 10 per cent from Goa. 
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Clients 
Interviews with clients of the sex workers reveal 
a cross-section of different occupations and 
age groups. No one particular type of client 
predominates, but a majority of the clients 
interviewed in this study are married. 


ation 


Our assessment shows that most sex workers 
are linked with various operators within the 
commercial sexual network. From the point 
of first contact with older sex workers or 
agents, to meeting sex work controllers like 
brothel keepers and becoming familiar with 
facilitators, sex workers interact with several 
individuals who operate or sustain the sex 
network. This section examines these 
networks, the links between them and the role 
that various individuals, including the police, 
play in it. 


Entry/ recruitment into sex work 


Almost all street-based sex workers in the 
study report that they have been inducted into 
sex work and introduced to operators and 
clients by an older sex worker. Sometimes, 
new women are identified by or are already 
known to these older sex workers. At other 
times, sex workers stand in public places and 
develop contacts with facilitators like auto 
drivers who introduce them to other sex 
workers. Support and mentoring is 
considered critical during the first few 
encounters with clients. 


In brothels and dhabas that are part of the 
organised network, owners visit places (either 
within or outside the city) with established 
commercial sex routes and contact agents/ 
business peers to recruit new sex workers. 
Upon successful completion of a deal, agents 
receive commissions from both the sex 
worker and the brothel owner. 


Lodge owners rely on word-of-mouth 
recommendations by peers for new sex 
workers. Among madams in the sex network, 
recruitment of sex workers is informal and 
unplanned. Among agents, there is no visible 
formal recruitment process. Agents spot 
soliciting women, approach them, and put 


them in touch with clients, but do not ‘recruit’ 
them. 


24 


Sex work controllers 


Sex work operators or controllers are in direct 
contact with sex workers and have a great 
degree of control over them. This control 
ranges from restricting sex workers’ 
movements and number of partners, to 
monitoring the length of their stay in a 
particular establishment. ‘Madams’, brothels 
and lodge owners are controllers who serve 
as essential links within the sex work network. 


Madams 


Also called ‘gharwali’, ‘akka’ or ‘aunty’, 
madams are usually former sex workers (a 
few still sell sex). A madam’s primary function 
is to procure women for clients, based on their 
specific needs. Contact with the client is 
maintained through telephone, though there 
are many madams whom clients approach 
personally. Sex workers are loyal to a madam 
as long as she provides them business. Such 
arrangements generally last for a year or two, 
though there are exceptions where women 
stay loyal to a particular madam for many 
years. The madam takes limited responsibility 
for the security of the sex workers in her 
charge and ensures that they are dropped 
safely to the place of contact and, if necessary, 
picked up after the assignment. Some 
madams also keep rooms, which they rent out 
to clients for sexual activity. 


The group of sex workers under a madam 
includes both PSWs and SSWs. A madam’s 
control over those in her charge is limited to 
regulating the volume of business. If a sex 
worker does not solicit, she is dependent on 
the madam’s contacts. In such cases the 
madam enjoys a high degree of control. If, 
however, the sex worker solicits on her own 
or works with other madams, as is common, 
the madam’s control is limited. 


Brothel/Dhaba owners 


Brothel/dhaba owners exercise control over 
sex workers’ movements, activities and 
access to earning opportunities. Sex workers 
usually maintain contact with a specific 
brothel/lodge owner for extended periods and 
are unlikely to shift loyalties unless they have 
a bad experience or the establishment ceases 
to provide them adequate employment. 


Instances related below show ‘auto’ 
(three-wheeler passenger vehicle) drivers as 
crucial facilitators. 


= A man visits HDMC and wants to visit a sex 
worker, but does not know where to go. He is 
afraid to ask strangers. He approaches an auto 
driver and asks to be taken to a place where 
‘women are available’. The auto driver takes 
the client to a dhaba some distance away, so 
that he earns more money. He may even 
take the client directly to an agent, madam or 
a sex worker. 


= When the client and sex worker agree on a 
rate, they approach an auto driver to take them 
from the point of soliciting to a place for sex. 
They may not want to go to a lodge in the 
crowded commercial centre and would rather 
travel some distance so as not to be seen. 
Either they themselves choose their 
destination or the auto driver recommends a 
place and drives them there. If the location is 
a deserted area, or is outside the city limits, 
or in a place with limited access, the driver 
waits there and ferries them back. 


= If a sex worker is in trouble and has no 
money but needs to travel urgently, the auto 
driver will take her to her destination without 
any charge. 


= A new sex worker, who wants to join the 
network but does not know how, usually 
befriends an auto driver, who introduces her 
to madams/agents/other sex workers. 


gw If a client harasses a sex worker, she turns 
to the auto driver for support, particularly 
when there is no other source of help. 


= In return for all their services, auto drivers 
receive tips from clients, commissions 
from agents, and either sex or cash from 
sex workers. 


= On the other hand, there are reports of 
discrimination against, and isolation of, 
‘unfriendly’ sex workers by auto drivers. 


Brothel/dhaba owners also determine which 
women are to work in their establishments. 


A sex worker routinely calls the brothel/dhaba 
owner to enquire whether there are any 
clients. She is asked not to come if there is no 
demand for her, or if the clients do not want 
her. Once sex workers arrive at the brothel, 
owners impose strict rules in terms of their 
movement outside the establishment and 
sexual relationships with males other than 
clients. The owners also set deadlines for the 
maximum number of days a sex worker can 
stay in the brothel. In any intervention, the 
cooperation and help of brothel/dhaba owners 
would be critical in order to work with sex 
workers living in these establishments. 


Lodge owners 


Lodge owners do not exercise the same 
degree of control as brothel owners. Sex 
workers who do not live in lodges can come 
and go as they wish. The primary concern of 
the lodge owner is payment of room charges. 
lf the women are staying in the lodge, the 
owner’s control over them is considerably 
greater. The lodge owner then fixes a 
maximum and (in some cases) a minimum 
duration of stay; lays down rules about the 
minimum volume of business each woman 
has to conduct in a day; makes the woman 
pay the room charges on the days she does 
not get clients; and exercises control over 
her movements. In such cases, the lodge 
owner's control is similar to that wielded by 
brothel and dhaba owners. Overall, however, 
the commercial arrangements between 
the lodge owner and the sex worker are 
relatively weak. 


Facilitators 


The commercial sex network also contains 
numerous facilitators, who operate at the sites 
of both sexual and soliciting activity. These 
persons enable sex workers and clients to 
meet each other and/or facilitate the entry of 
new sex workers into the network. 


‘Auto’ (three-wheeler passenger vehicle) 
drivers 


The auto driver is one of the key figures in the 
facilitation of sex work in HDMC. He serves 
as the point person for sex workers, clients, 
agents, madams as well as lodge owners and 
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is hence the connecting link to various parts 
of the sex network. Each auto driver operates 
in an area, usually around the auto stand, 
where he wields considerable influence and 
enjoys cordial relations with other network 
operators. The auto driver is also a key source 
of support and protection for sex workers. 
He plays an important role in regulating 
business generated from new clients. He also 
supports sex workers in other ways 
— financially and emotionally. Moreover, 
networking amongst the auto drivers 
themselves is considerably strong. 


Agents 


The primary role of agents is to help clients 
find sex workers. Agents charge commissions 
for putting clients in touch with sex workers. 
There are no reports of agents having groups 
of women ‘under’ them. The agent’s contact 
with the sex worker is maintained on a client- 
to-client rather than a long-term basis. Agents 
operate by identifying sex workers who solicit 
or attempt to solicit. They approach the sex 
workers and offer to help them find clients in 
return for a fee. Agents normally work alone; 
their role in the network is very ambiguous, 
as they have no specific affiliations with any 
other operators. 


Sex workers 


Established sex workers also facilitate new 
sex workers into the network. For every new 
woman that a sex worker introduces to a 
controller, she receives commissions or 
favours from the controller. During 
interactions with such facilitators, the study 
found that, rather than profit, many appear to 
be motivated by a genuine concern and desire 
to help the other woman. Where the profit 
motive exists, the sex worker is like a madam 
— she facilitates contacts between clients and 
women, charging a commission from either 
or both parties. 


The older sex workers sometimes use new 
sex workers to further their own interests. For 
instance, introducing a new woman to an auto 
driver before she sells sex to any client is 
considered a special favour. In return, the 
facilitator is ensured the auto driver’s support 
and help in times of need. The sex worker's 
role is particularly critical in the case of SSWs 
and BSWs, which have strong sex worker 


networks. Her role in the case of PSWs is 
varying but minimal. 


Strongmen 


Strongmen, also known as bouncers, 
‘goondas’ or bullies, are called in when use 
of violence becomes necessary. Network 
controllers pay bouncers to screen clients who 
visit brothels/lodges and evict them if the 
situation demands, using force if necessary. 
Reserved and secretive, these strongmen, 
who maintain a low profile, are difficult 
to approach. However, they form the 
necessary grid of security for lodges, brothels 
and madams. 


Room boys in hotels/dhabas 


Room boys are employees of hotels (or 
dhabas) where sex work deals are struck and 
sexual activity occurs. Hotels, in this case, 
include bars and restaurants, where they are 
called ‘waiters’. These room boys/waiters are 
considered facilitators because clients 
commonly ask them about sexual services 
available in the neighbourhood. Employees 
responsible for the cleaning and general 
upkeep of the lodge/hotel also serve as 
facilitators. While control of this group is non- 
existent, access to information among this 
group of facilitators is very high. 


Organised sex work linkages 


Brothels, lodges with resident sex workers, 
and dhabas are all part of intensive networks 
that exchange sex workers with each other 
on a regular basis. Brothel owners regularly 
network with other brothels outside HDMC, 
and in other districts of Karnataka like 
Mangalore, Shimoga, Belgaum, Mysore, 
Bangalore and Bellary. The networking within 
HDMC is erratic and highly competitive. 
Anecdotal information suggests that intra- 
HDMC alliances are sometimes based on 
social and caste loyalties. 


Networks between brothels, lodges and/or 
dhabas, operate around placing sex workers 
in different cities and towns, identifying new 
sex workers, and providing assistance in times 
of trouble. Brothel owners consider it essential 
to keep in touch with other operators to ensure 
that they can offer clients variety, volume and 
quality. When a sex worker has worked for a 
certain period in a brothel/dhaba, the owner, 


after making discreet enquiries, recommends 
a visit to another brothel/dhaba. This is 
because when inter-lodge/brothel/dhaba 
linkages are weak, sex workers go to different 
places on their own, which makes it difficult 
for owners to keep track of them. Strong 
linkages among brothels and dhabas, on the 
other hand, mean that sex workers operate In 
broader areas, travel to places farther away, 
and are unlikely to return to the same place 
for a longer period (see section on fluctuations 
in estimates). 


Role of law enforcers in the sex network 


The police play a restraining role on the 
degree to which sex work is advertised and 
marketed in HDMC. But while they control sex 
work through raids and other mechanisms, 
they also abet sex work. All the networks 
operators and around 29 per cent of the 
interviewed sex workers report paying bribes 
to the police. The sex workers pay cash or 
have sex with the police; brothel/lodge/dhaba 
owners pay cash, provide alcohol or offer 
them the services of sex workers in their 
employ; and other network operators pay 
cash. In return, the police do not harass them 
and sometimes even inform them about 
impending raids. 


Around 23 per cent of the sex workers report 
that they are beaten or harassed by the police. 
Most of the women are too poor to be able to 
pay regular bribes. The police also admit using 
force, but state that this is done only when 


offenders resist arrest. 
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It is reported that the police have stepped up 
their vigilance and clamped down on sex work 
operations, particularly in Hubli. However, the 
study found that the sex networks have their 
own coping mechanisms. They either go 
underground or change their location or mode 
of operation, but never disappear completely. 
One brothel owner reports that when raids 
become particularly strict, he transfers all his 
women to a house he has taken on rent. 
Clients who visit his brothel are redirected. 
He admits that while this slows down the 
business, it does not close down entirely. 
Other brothels report that they pull down their 
shutters and padlock their doors, but continue 
to work inside. Such strategies make it difficult 
for the police to intervene in networks. 


Besides sex workers, the seven slums covered 
by the situation assessment exercise have 
several other populations who are at risk. This 
section lists participants and the nature of their 
sexual contacts. 


Street-/brothel-based sex workers (SSW/ 
BSW) 


Most SSWs and BSWs within HDMC live with 
their families in slums or in rented homes with 
one or more of their peers. Very few people 
in the slum know where the sex workers 
reside. The women keep their identities secret 
because they fear a backlash from slum 
dwellers, especially young men. The sex 
workers usually spend one or two years in a 
particular slum before their neighbours 
identify them. Once the slum community 
notices their presence, the sex workers move 
to other slums. There are reports from 
several community members on how 


they have ‘chased away’ women known to be 
sex workers. 


Part-time sex workers (PSW) 


Due to their alternative occupations, PSWs are 
neither known nor recognised as sex workers 
in slums. Most PSWs are either women who 
have been deserted by their husbands or are 
the primary earners in the family. Such 
women are not part of the mainstream sex 
network, and their secondary occupation 
remains unknown to their neighbours. Their 
needs and compulsion to do sex work can 
only be understood and studied in detail if they 


disclose these voluntarily. Until this happens, 
they will continue to be an invisible but 
vulnerable community. 


In certain slums, communities that are 
traditionally associated with sex work are part 
of the population. In such cases, the wider 
community is aware of their activities but 
choose to ignore them. Most women in these 
traditional communities adopt other 
occupations like gathering firewood, herding 
cattle or selling milk. 


Network operators 


When women in slums start to sell sex, their 
entry into the sex network is facilitated either 
by operators who may be living in the same 
slum or by older sex workers. These operators 
generally maintain a low profile. 


Clients of sex workers 


Conversations with male slum dwellers reveal 
that almost all slums have a sizeable number 
of males who visit sex workers — often at the 
beginning of the month or on payday — 
usually in locations that are far away from their 
place of residence. They do not visit sex 
workers residing in their own slums. 


Casual sex providers 


Casual sex providers are women who engage 
in unpaid multi-partner sex in their own 
homes. The nature of their activities is known 
within the community, and they are called 
‘loose women’, but no collective action is 
initiated as their liaisons are with males from 
within the community. Most slums have 
casual sex providers. Many unmarried males 
report that they often lose their virginity to 
such women — mostly older women who are 
referred to as ‘aunties’. 


Casual sexual partners 


The word ‘partners’ is distinct from 
‘providers’. Casual sexual partners are men 
Or women who enter sexual liaisons that last 
from a few days to several years. These are 
not specifically identified individuals, as most 
people within slums are exposed to 
opportunities for casual sexual partnerships. 
Among women, the partners are likely to be 
co-workers or boyfriends and, often, older 
male relatives. Among men, casual partners 
are likely to be co-workers, girlfriends, sex 
workers or ‘aunties’. 


8 


Casual sexual liaisons are reported across all 
slums. They are more common among youth 
who work on construction sites and other 
places where women work. Liaisons are 
usually formed at the place of work, between 
two members of different slums. Among 
women, such relationships are kept a secret, 
often not even discussed with friends. Among 
men, unmarried youth discuss their 
relationships openly, even brag about them, 
in order to win peer admiration. 


Married partners 


Our assessment shows that married female 
partners within slum populations are at high 
risk. Severe forms of gender inequity 
combined with lesser control over choice of 
contraception (particularly condoms) increase 
their vulnerability to HIV. 


_ Socio-demographic profile of persons at risk 


Sex workers 


A majority of the sex workers in the study are 


in the age group of 22 to 30 years (see Figure 
4). A number of PSWs and SSWs are over 30 
years of age. Many women in these groups 
are deserted or widowed. Others are still with 
their husbands (who are aware of their 
profession and encourage them) but are the 
chief wage earners in their family. 


Among BSWs, the proportion of women in the 
age group of 18-21 is higher compared to 
other categories, reflecting the nature of the 
networks operating in this category. These 
networks wield tighter control, and women 
are afforded opportunities based on their 
perceived attractiveness to clients (in terms 
of age and other factors). 


Forty per cent of the sex workers interviewed 
can read at least one language. The literacy 
figures reflect a sharp difference in the profiles 
of PSWs vis-a-vis the other categories (see 
Figure 5), with most of them (81 per cent) 
being illiterate. On the other hand, BSWs 
show a relatively lower degree of illiteracy (31 
per cent). 


These figures best illustrate the differences 
between the three categories of sex workers, 
and are quite clearly visible. Almost all BSWs 
look well groomed and are more articulate. 
Since educated and articulate women enjoy 
a higher premium, this has an impact on the 
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Figure 4: Age of sex workers 


volume of earnings and explains why brothel 
owners are particular about the profile of 
women allowed to work in_ their 
establishment. PSWs, on the other hand, are 
visibly poor. Many are older, illiterate and 
widowed, with children to support. 
This reduces their ability to negotiate with 
clients. SSWs are positioned between these 
two categories. 


Figure 5: Literacy levels of sex workers 


Clients 


Most clients who visit sex workers are between 
18 and 40 years of age. The study found only 
one respondent who was younger than 18 
years and no client older than 40 years. The 
largest group of clients (60 per cent) is in the 
22-30 year range. The majority (80 per cent) 
of the client population is literate. Most (71 per 
cent) read Kannada and a few (9 per cent) read 
other languages; only 20 per cent are illiterate. 


Around 58 per cent of clients in the study 
currently live with their spouses, indicating an 
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equivalent number of married women at risk. 
Just over half the clients (56 per cent) report 
that they live in HDMC. A few (23 per cent) 
claim to live in areas close to HDMC within 
Dharwad district. A similar number (21 per 
cent) report that they come from outside the 
district. Therefore, almost half the client 
population visits HDMC on a daily basis or 
based on personal or professional needs, and 
are therefore unavailable for interventions on 
an extended basis. Extended access at a 
single point for both sex workers and clients 
appears unlikely. 


The occupational profile of clients is important 
for large group-based interventions. However, 
the study shows that clients exhibit diverse 
occupational profiles. The single largest group 
(24 per cent) comprises daily wage labourers. 
Most of these are construction/factory 
workers and load bearers. Identification of 
specific locations like factories/construction 
sites with a high percentage of clients may 
be possible in the course of the intervention 
at points of sex work. Currently however, 
findings do not suggest that any one 
group requires prioritisation over others 
based on volume. 


This section provides estimates of partners 
among the sex workers across the categories. 


Brothel-based sex workers 


More than half (57 per cent) BSWs report five 


or fewer clients per day, while 43 per cent 
report between 6 and 10 clients. Sometimes, 
the numbers increase and certain sex workers 
based in better-known brothels even report 
50 clients in one day. In order to arrive at a 
broad estimate of the number of partners, we 
decided on 7.5 clients as the daily average 
for this category. More than half (55 per cent) 
BSWs report that they work for at least 21 days 
a month, while 30 per cent report that they 
work for at least 15 days in a month. Therefore, 
in one month, BSWs may have between 113 
clients (in 15 days) and 158 clients (in 21 days), 
though this is a conservative estimate. BSWs 
usually take a break of two to three months 
between two periods of work. 


One visit to a sex worker every month. 
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Street-based sex workers 


Almost all SSWs (90 per cent) report at least 
five clients per day. Experiences on the field, 
however, reveal that this is on the higher side. 
In order to arrive at a broad estimate of the 
number of partners for this category, we 
decided on four clients as the daily average. 
Around 44 per cent of SSWs report that they 
work for 21 days in a month, and 33 per cent 
report that they work at least 15 days every 
month. Therefore, in one month, SSWs may 
have 60 clients (in 15 days) to 84 clients (in 21 
days). This is consistent for all 12 months of 
the year. Though the number of working days 
is the same as those of BSWs, this group does 
not take breaks like BSWs. 


Part-time sex workers 


Most PSWs (76 per cent) report two to five 


clients per day and 24 per cent report at least 
one client per day. In order to arrive at a broad 
estimate of the number of partners, we 
decided on two clients a day as the average. 
About half the PSWs (49 per cent) work at least 
eight days in a month, and 38 per cent report 
that they work for at least 15 days. The number 
of clients in this category may therefore range 
from 16 clients (in 8 days) to 30 clients (in 15 
days). PSWs also operate for all 12 months of 
the year. 


Clients 


Almost three-fourths of the clients in the study 
(73 per cent) report visiting sex workers two 
to five times in a month and 20 per cent report 


The estimates of the number of sex workers 
and their clients provided in this report can 
fluctuate based on different factors including 
market days, festivals and so on. 


Weekly fluctuations 


In Dharwad, the number of participants who 
engage in risk behaviour in one particular zone 
increases every Tuesday, which is the local 
market day. Large numbers of people from 
neighbouring villages (home to many PSWs) 
visit the zone on this day. Simultaneously, the 
number of people who visit movie halls, or 
simply spend the day out, also increases. 
Dharwad-based PSWs sell sex only one day 


of the week (on an average) and this is usually 
on Tuesdays. Since it is a busy day, it affords 
greater anonymity as well as the easy 
availability of clients. On other days, the 
estimates in the same zone are likely to reduce 
by at least half (per day estimates in this report 
reflect Tuesday figures). 


Hubli does not reflect a similar fluctuation 
pattern, as commercial activities are high 
throughout the week. The only other regular 
occasion for increase in estimates is payday. 


Festivals 


Numerous festivals spanning September and 
mid-November draw crowds into the HDMC 


area and commercial sex work peaks. 


Information on the mobility of sex workers and 


clients, and the frequency of visits to partners, 
is critical for a full understanding of the 
commercial sex network in HDMC. 


BSWs 


At a stretch, BSWs are allowed to spend a 


maximum of 10 days in brothels, lodges or 
dhabas. Owners enforce this rule rigorously 
to ensure that the clients can access different 
sex workers and therefore do not need to visit 
other places in search of new sex workers. 
Hence, BSWs travel to new establishments 
(often in different districts) recommended by 
the owner. 


Other sex workers, who work for owners not 
networked with others, find other brothels/ 
lodges/dhabas in HDMC by themselves. They 
do so without informing their previous 
owners, who have no means to track them. 
This leads to a degree of insecurity among 
owners who believe that the clientele also 
shifts with the sex workers They come back 
to work with the same owner only after four 
to six months, during which they travel to 
other districts within or outside Karnataka, 
such as Maharashtra and Goa. 


Brothel-based sex workers go home after 
working for a period of 14 to 21 days. They 
visit two sex work establishments in a single 
working phase. They start the next phase of 
sex work after two to five months. 


every week. 


SSWs 


Street-based sex workers from neighbouring 
villages or HDMC slums stay at brothels or 
other places for shorter durations, generally 
three to five days. They do this on a weekly 
basis, though they do not work during their 
menstrual cycles. Many women who live in 
dhabas or lodges report that they follow no 
particular pattern and work only when they 
need the money. Such women are available 
for contact three to four days at a stretch, at 
least thrice every month. 


A large percentage of SSWs and PSWSs live at 
home and travel to their place of work each 
day. SSWs work three to five days in a week. 
Most confine their work to one zone. Very few 
SSWs (5 per cent) report that they solicit in 
more than one zone. Thus, SSWs can be 
contacted in public places for outreach three 
to five days in a week. 


PSWs 


PSWs sell sex on only one or two days a week 
throughout the year. They only solicit in a 
single zone — usually in the same areas that 
they conduct their alternative occupations — 
and have sex with their clients elsewhere. 
Thus, PSWs are available only once a week 
— in the place that they solicit — for outreach. 


Clients 


The locations that clients visit to access sex 
workers are not usually connected with the 
areas in which they work. Most travel large 
distances from their place of work or 
residence. They congregate in areas of 
commerce, entertainment, bars, and 
establishments where sex work is known to 
take place. A study of the number of sexual 
partners reveals that a large majority of clients 
visit sex workers between two and five 
times in a month. The average cycle is once 


This section examines awareness levels 
among the populations at risk on various 
issues including STI/HIV, condom use and 
health-seeking behaviour. 


STI and HIV/AIDS 


(a) Hot spots 
Sexually Transmitted Infections (STI) 


The most commonly used colloquial term for 
STI is ‘garmi’ (heat). Most respondents, 
however, know STI by symptoms rather than 
names. The symptoms considered in the 
research study during assessment were: 


@® Burning during urination 
@ Foul smelling white/urethral discharge 
Besides this, respondents also speak of: 


@ Lower abdominal pain not accompanied 
by stomach disorder 


@ Genital wounds/boils 


The most commonly attributed cause for STI 
by people engaging in high-risk behaviour is 
‘too much sex’ leading to ‘body heat’, which 
manifests as genital problems. There is a 
strong imagery of commercial multi-partner 
sex, immorality, ‘dirt’, and taboos associated 
with STI. 


As many as three-fourths of the clients (73 per 
cent) and about 57 per cent of sex workers 
say that they do not know how to prevent the 
occurrence/recurrence of STI symptoms. 
However, sex workers display higher 
awareness of STI prevention methods than 
clients. While over a third of the sex workers 
(35 per cent) associate condom use with STI 
prevention, only 12 per cent of the clients do 
the same. Personal hygiene is another 
commonly attributed method of prevention. 
Many respondents believe that personal 
hygiene and avoiding contact with ‘dirty’ 
people keeps them safe. None of the 
respondents mention treatment of partners in 
any of the discussions around STI. 


Around a quarter (24 per cent) of the sex 
workers and 14 per cent of clients report 
visiting a doctor with one or more symptoms 
of STI in the past three months. It is 
hypothesised that a significantly larger 
number actually had symptoms of STI in the 
same period, but did not visit a doctor. Of 
these symptoms, the most commonly 
reported is white discharge in women and 
burning sensation during urination in men. 
Disturbingly, less than 5 per cent of those who 
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visited doctors were informed about their 
eventual diagnosis, causes for their condition, 
and methods to prevent these. 


Additionally, respondents are often hesitant 
to seek medical help, and only visit doctors 
as a last resort or when their discomfort is 
unbearable. Considering the taboos around 
STI and their association with immorality, the 
occurrence of STI symptoms is likely to be 
underreported. 


HIV/AIDS 


HIV is synonymous with AIDS and the terms 
evoke mixed responses. Some people have 
never heard of AIDS. Others perceive it to be 
a killer disease while some associate it with 
sex workers. The difference in levels of 
awareness about HIV between clients and sex 
workers is the reverse of that in the case of 
STI. More clients than sex workers (92 per cent 
and 82 per cent respectively) have heard the 
terms HIV and AIDS. 


More clients than sex workers (80 per cent 
and 65 per cent respectively) associate HIV 
transmission with blood transfusion and 
contact with sex workers. The difference 
between multi-partner sex and commercial 
sexual partner is ambiguous here. The 
common underlying factor, however, is that 
all risk in such contacts is associated with 
‘dhandewalis’ (derogatory term for sex 
workers). Unpaid casual sex is less widely 
associated with risk. Additionally, common 
myths with respect to transmission still persist 
in this population. Mosquito bites, shaving and 
stepping on the urine of infected persons are 
widely associated with HIV transmission. 


Nearly all those who have heard the terms 
HIV/AIDS say that HIV does not have a cure. 
However, there is also a lot of incredulity and 
disbelief around this. Often, herbal medicines 
from Kerala are touted as sources of HIV 
cures. Others claim that they have heard 
stories of miraculous cures elsewhere. 
Overall, the lack of a cure does not appear to 
be a significant threat until such time that one 
is actually exposed to an HIV-related death. 
BSWs are the most well informed, while PSWs 
are the least informed. 


Almost two-thirds of sex workers (64 per cent) 
and 57 per cent of the clients associate 
condom use with prevention of HIV. Here we 
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see an interesting discrepancy. While more 
clients than sex workers know of HIV and are 
aware that it cannot be cured, a fewer number 
of them are aware of the benefits of condom 
use. Further, in spite of all their awareness, 
very few sex workers (18 per cent) and a 
similar proportion of clients believe that they 
are at risk of contracting HIV. A category-wise 
analysis shows that 56 per cent of PSWs — 
the most vulnerable, least protected, and 
second largest sex worker group — believe 
that they are not at risk for HIV, a worrying 
trend to say the least. Similar numbers of 
BSWs and SSWs (45 per cent and 38 per cent 
respectively) believe the same. 


Those who believe that they are not at risk 
attribute their immunity to numerous reasons 
including personal hygiene, overall health and 
avoiding sex with ‘unhealthy’ people. Only a 
small number of sex workers, mostly BSWs 
(18 per cent of the BSW population sampled) 
and 7 per cent of clients, have ever taken an 
HIV test, and that too because the doctors 
prescribed it. None of them report a positive 
status. However, it is unclear whether the 
result of these tests was made available to 
them or, even if it were, whether they 
understood it. It was obvious from the 
interviews that no pre- or post-test counselling 
took place during their tests. 


(b) Slum populations 


Respondents in all seven slums report ST! 
symptoms. Women across all slums state that 
they are unaware of methods to prevent the 
recurrence of symptoms. Again, like the 
general population, these women associate 
STI with immorality. Some people believe that 
they get STI from sleeping with sex workers, 
and using condoms can prevent this. Half of 
the respondents (50 per cent) have heard of 
HIV and AIDS and associate these terms with 
sex. A significant number of respondents (22 
to 30 per cent) believe that AIDS is curable. 
Awareness about HIV appears to be highest 
among married men and lowest among 
unmarried women. A large body of myths 
surrounds HIV — including the belief that it is 
caused due to excessive consumption of 
alcohol or paan masala (tobacco flavoured 
betel nut); that it can spread by touch or 
through mosquito bites; and that it happens 
to ‘bad’ people. In fact, there are also stories 


of stigma and discrimination arising out 
of fear. 


In some slums, there are reports that when a 
man is weak and frail for over 15 days, the 
community begins to suspect that he has HIV 
and isolate him. There is a strong sense of 
revulsion and shame associated with HIV. 
Gatekeepers of the community refuse to allow 
any public discussions of HIV, and the 
research team for this study was greeted with 
suspicion and fear in all slums. Those who are 
even slightly informed are hesitant to talk 
about it. Those who are uninformed are afraid 
to seek information but do not know how. 


Condom use 
(a) Hot spots 
Extent of condom use 


Most BSWs (81 per cent) state that their clients 
use condoms every time and 19 per cent say 
that their clients use condoms sometimes. 
Interactions with clients of BSWs, however, 
reveal a different picture. Less than a quarter 
of the clients (21 per cent) say that they always 
use condoms while 43-per cent say that they 
use condoms only sometimes. A disturbing 
fact is that 36 per cent of clients of BSWs say 
that they never use condoms. 


Brothel owners receive condoms from NGOs 
and provide these to their clients. Owners 
report that they have no means of ensuring 
actual condom use — their job is done once 
the condom is handed over. 


Among SSWs and PSWs, the reported pattern 
of condom use is different. Over half of both 
populations (55 per cent and 59 per cent 
respectively) report consistent condom use 


100% 
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Figure 6: Overall reported condom use among 
sex workers and clients 
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and a smaller number (42 per cent and 34 per 4 
cent respectively) report occasional use. The 
clients of sex workers in these categories, 
unlike those of BSWs, have no known source 
of condoms. They reportedly purchase them 
from corner shops or medical stores. There 
are no reports of problems in accessibility. 
Most PSWs rely on clients to carry condoms. 
Some SSWs say that they collect free 
condoms from Public Health Centres or 
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‘Anganwadi’ centres in their area of residence, 
but they represent a very small percentage of 
the entire SSW sample. 


Overall, less than a quarter (21 per cent) of 
the clients and close to 65 per cent of sex 
workers across all categories say they always 
use condoms. However, these percentages 
may well be over-reported. This is evident 
from the category marked ‘Never Used’ (see 
Figure 6). While a quarter of the clients (25 
per cent) report that they have never used a 
condom, very few SSWs and PSWs (7 per cent 
and 3 per cent respectively) admit this. 


During interview sessions, only five SSWs and 
PSWs and one client were carrying condoms 
with them. Since all interviews were 
conducted at soliciting points and areas where 
respondents were seeking partners, the 
absence of a condom may indicate lack of 
intent to use one. 


Influencers/triggers to use condoms 


Among sex workers who have used condoms, 
the most commonly reported (between 42 per 
cent and 50 per cent) trigger for first-time use 
is that the client carried one. Peers form the 
second level of influencers. Around a quarter 
of BSWs (21 per cent), and 10 per cent of 
SSWs speak of peer influence as their reason 
for condom use. The role of the doctor or 
NGOs in triggering condom usage among 
BSWs is only 15 per cent, and it is even lower 
among PSWs and SSWs (5.5 per cent). 


Among clients, the situation is reversed. 
Almost half (46 per cent) of the clients report 
that the trigger for trying out of condoms came 
from peer advice and discussions. A smaller 
number (30 per cent) report that they were 
made to use condoms by their paid partners. 
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Negotiation of condom use among 
the women is low, particularly 
among PSWs. They fear that it 

will drive clients away to competitors. 

Several clients are willing to pay more 
money for sex without condoms. 
Hence condom use has become a 


platform for negotiation of rates. 


Negotiation of condom use 


Negotiation of condom use among the women 
is low, particularly among PSWs. Many 
women are hesitant to insist on condom use, 
as they fear that it will drive the clients away 
to their competitors. Additionally, an 
increasing number of clients are willing to pay 
more money for sex without condoms. 
Condom use has thus become a platform for 
negotiation. As long as sex without condoms 
carries a premium, it is unlikely to be refused 
by sex workers, particularly by those who are 
less empowered or financially insecure. 
Surprisingly, nearly all (95 per cent) the 
women, when asked if they could convince 
their clients to use condoms, replied that they 
could. However, only around 44 per cent of 


the clients said that sex workers could negotiate 
condom use. 


(b) Slum populations 


Forced marital sex is reported across all slums 
visited for situation assessment. All men in 
the focus group discussions held in slums 
agree that women’s consent is not required 
for sex between spouses. Women are able to 
recall instances of husbands having sex with 
them regardless of whether or not they are 
willing. This is not viewed as an intrusion, and 
is considered far more acceptable than, for 
instance, alcoholism. What makes this 
situation disconcerting, when read along with 
the awareness levels on STIs/HIV and high- 
risk behaviour, is that condoms are never used 
by married partners. The reasons are twofold: 
firstly, using a condom indicates guilt or 
suspicion; secondly, condoms are strongly 
associated with AIDS, sex workers and 
immoral behaviour. They are thus not 
perceived as being relevant to married 
partners. This is alarming, given that casual 
and paid sex is readily available to the males 
living in the slums. 


Additionally, while there is some awareness 
of Nirodh (a brand of condom), most people 
are not aware of how or why to use it. The 
level of awareness among women, 
particularly those who are unmarried, is far 
lower than men’s. The most common reasons 
for condom use given by those who have used 
it are to prevent pregnancy and to avoid 
contracting infections from sex workers. 
Condoms are not linked with HIV. The lack of 
information, visibility and access to condoms 
act as further barriers to trial or adoption. 


Alcohol consumption 


Bars and other alcohol outlets are located 
close to all lodges and brothels. Clients are 
served alcohol in brothels and dhabas. More 
than half the sex workers (52 per cent) report 
that they consume alcohol before having sex 
with clients. Alcohol consumption is highest 
among BSWs (76 per cent), indicating active 
support and encouragement by brothel 
owners, without whose permission it is 
impossible for the women to get alcohol. 


Given their monetary compulsions and lack 
of networking, a relatively lower number of 
PSWs (40 per cent) take alcohol. Among 


SSWs, 52 per cent report that they have 
alcohol before sex with their clients. 


Among clients, 60 per cent report alcohol use. 
However, almost all the sex workers (94 per 
cent) state that their clients have alcohol 
before sex. Sex workers say that they drink 
to reduce pain, fear and trauma. They also 
agree that drinking reduces their ability to 
either initiate or negotiate condom use with 
their clients, since intoxicated clients are not 
open to reason and are most likely to react 
negatively or even violently to resistance. 
Contradicting this, brothel owners claim that 
intoxicated men make better clients. They 
spend more money, are often unaware when 
a condom is slipped on them, and are least 
likely to create a furore on any issue as they 
lack the alertness to do so. 


Health-seeking behaviour 
(a) Hot spots 


On an average, BSWs spend Rs 66, SSWs 
spend Rs 54 and PSWs spend Rs 29 per visit 
to a doctor. BSWs spend more money on 
healthcare and are more discerning about 
quality than women in other groups. Many 
report regular health check-up, including 
blood tests. Some have even taken penicillin 
injections at regular intervals, on advice 
from doctors, in a bid to protect them 
from diseases. 


A key barrier to accessing healthcare services 
is negative experiences with healthcare 
providers. Sex workers believe that health 
service providers ignore them and prefer rich 
clients. They are also afraid since several 
health service providers display a strong 
moralistic attitude towards sex work. The 
research team met many ailing respondents 
who did not visit doctors purely out of fear of 
being ‘caught’. Some have never been to a 
health practitioner in their life. Others have 
had negative experiences. 


While rating the government vis-a-vis private 
providers, women say they prefer the former 
because their services are low-cost. On all 
other parameters, private healthcare 
providers are rated higher. Quality is often 
gauged by the method of treatment: for 
instance, injections are perceived as being 
high-quality and effective. Private practitioners 
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are also preferred as the waiting period with 
them is shorter. 


(b) Slum populations 


One of the biggest barriers to seeking 
healthcare in slum areas is lack of access. Two 
of the largest slums that the research team 
visited do not have doctors who practise there 
or even visit the slums. The cost of healthcare 
is another barrier. However, free healthcare 
is associated with low quality. Respondents 
would rather treat themselves at home with 
home remedies or prescriptions from the 
pharmacist, than visit a doctor who provides 
free treatment. 


Even in slums women avoid doctors until their 
symptoms are unbearable. They state that one 
reason why women take longer to visit 
doctors is the lack of an enabling environment 
for married and unmarried women alike. 
Unmarried women are inhibited and afraid to 
share details of physical problems, particularly 
when they relate to sexual health, with 
parents. Married women state that their 
husbands neither care for nor support them 
in times of illness, making it impractical for 
them to take time off and spend money to seek 
medical care. Too inhibited to visit male 
doctors, the problem is compounded for 
unmarried women by the relatively few 
number of women doctors available. 


Peer influence is strong among unmarried 
men. An afflicted man consults a peer before 
visiting a doctor. In order to ensure that the 
community does not know about their 
infections, most unmarried men consult 
doctors who do not practice in their area of 
residence. People also put a lot of faith in 
herbal medicines, particularly their ability to 
cure STl. There are several myths and 
misconceptions that surround STI, including 
the belief that sleeping with virgins cures 
the infection. 


Sources of health-related information 


Peers play a critical role in information 
dissemination and influencing behaviour, 
particularly among clients. Additionally, all 
three categories of sex workers receive 
information from doctors. This is passed on 
to other women through close networks. 
Some sex workers who live in villages close 


to HDMC consult ANMs (Auxiliary Nurse 
Midwives) for information. 


Most clients express a preference for mass 
media over other forms of communication; 
they do not wish to be contacted directly. 
Among sex workers, on the other hand, there 
appears to be no common mode of 
communication, and direct contact is the 
most apparent. 


The most commonly attributed 
reasons for condom use among 
those who use it are prevention 
of pregnancy and to avoid 
infections from sex workers. 


Condoms are not linked with HIV. 
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Anima (35) sells sex in a dhaba outside Zone 
O and has been a sex worker for over six years. 
She lives in Hubli, travels to her place of work 
every evening and returns home the next 
morning. Her clients are usually truckers, but 
others visit her too. She uses shaded spaces 
behind the dhaba or the client’s truck (which 
she feels is safer) for sexual activity. She has a 
group of friends with whom she travels to 
work. They share their first income and care 
for each other in times of need. 


Anima is single, and plans to stay that way. 
She believes that no man can provide her with 
the kind of earnings to which she has become 
used. In fact, men would probably resent the 
fact that she spends much of her hard-earned 
money on her mother and sisters, and instead 
of contributing to her welfare, would start 
taking away her money. 


Anima never had a health problem or visited 
a doctor in her entire life. But she knew about 
HIV. She knew that it can infect commercial 
sex workers if they have sex with infected men 
and that it cannot be cured but can be 
prevented by using condoms. Her friends used 
condoms sometimes, but she did not use 
them. She believed that she could not force 
her clients to use condoms — they would leave 
if she insisted. Once, when she tried, the client 
offered to pay Rs 500 extra for sex without a 
condom, and she agreed. Anima believed that 
she had got her priorities right, why would she 
let Rs 500 go? Anyway, she felt that she was 
healthy and unlikely to contract HIV. She knew 
most of her clients and trusted them, and she 
made it a point to sleep only with clients who 
looked healthy. If unsure, she would ask them 


about their health. Peers who contacted her 
for an interview found that she resisted 
meeting with them for over two months. 


Later, Anima’s sister fell ill. A mother of four 
children, Anima’s sister had been abandoned 
by her husband and worked as a house 
cleaner. She had diarrhoea, became very weak 
and bled profusely. At first, the family thought 
the illness would go away by itself. Then they 
asked the local pharmacist, who gave them 
some drugs. When the sister was close to 
losing consciousness, they took her to a doctor 
who gave her injections, put her on saline drip 
and drugs, but by then it was too late. Anima’s 
sister passed away after immense suffering, 
leaving behind four children. 


The pain and suffering she witnessed 
frightened Anima into taking condoms 
seriously as well as cooperating with the 
research team — HIV became real to her only 
with her sister’s death. Now Anima wants to 
know as much as possible about HIV but does 
not know whom to ask. She also says that she 
understands why condoms are critical, but 
how can she afford to lose clients? They are 
her only source of income. While her attitude 
towards HIV/AIDS has shifted, her ability to 
negotiate condoms and her risk-behaviour has 
not changed. When asked how and what sort 
of help she requires, she wonders if she can 
get training to earn money in some other way, 
so that she does not have to do sex work at 
all. As long as she depends on her clients, it 
is unlikely that she will be able to protect 
herself. She says that she would like to run a 
grocery store. 


* Name changed to protect identity 
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Summary and Implications 
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Hubli and Dharwad, twin cities in Dharwad 
district, are the largest commercial centres in 
north Karnataka. Our mapping and situation 
assessment exercises in the district revealed 
areas within these cities that have high 
populations engaged in risk behaviour, 
especially commercial sexual activity. 


A close examination of these areas uncovers 
complex details about the sex network 
dynamics. Hubli accounts for most of the 
brothel- and street-based sex work, while 
Dharwad accounts for most of the unorganised 
or part-time sex work. The majority of sex 
workers in these areas are part-time and 
invisible due to their alternate occupations. 
Most of the sex workers in Hubli and Dharwad 
live in slums that also have other populations 
at risk. Specific areas in both Hubli and 
Dharwad function as sites for both sex 
and soliciting. 


Brothel-based sex workers are the most literate 
and part-time sex workers are the least literate 
and most vulnerable to multiple risk factors, 
especially HIV. A majority of the clients are 
married and visit sex workers several times 
every month. Many pay premium rates to have 
sex without condoms. The organised sex 
network in both cities, but particularly in Hubli, 
contains numerous controllers and facilitators 
who further increase the vulnerability of women 
through their control. The police play a strong 
regulatory as well as a facilitating role in 
most areas. 


The problem of high mobility among clients and 
sex workers has programmatic implications 
that necessitate wider community-based 
approaches. Many factors further complicate 
the situation: low health-seeking behaviour and 
self-medication; low awareness around HIV/ 
AIDS; high levels of misconceptions and stigma 
around HIV; substance abuse among 
populations already engaging in high-risk 
behaviour; and lack of awareness and low 
negotiating skills among women around 
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condom use. Access to accurate information 
and services also needs drastic improvement. 


The study did not find high degrees of other 
risk behaviours like MSM or IDUs in the 
selected zones. One reason for this could be 
the highly secretive nature of these activities; 
another could be the lack of visible signs of 
people engaging in them. Slum populations 
have many invisible sub-populations engaged 
in high-risk behaviour. These need to be taken 
into account. There is also a need to understand 
the contexts in which casual sexual contact 
occurs within slums. 


programmatic approach with two main 
elements. The first focuses on interventions 
around sex work and in slums, while the second 
focuses on provision of access to quality 
services within these sectors. The project 
design therefore looks at three forms of 
interventions in Dharwad: hot spots 
interventions, slum interventions and provision 
of quality health services. 


Hot spots Interventions 


Sex work based interventions will focus on 


prevention programmes that reach lodge/ 
dhaba-based sex workers, street-based sex 
workers, part-time sex workers and clients. 
There will also be an attempt to put into place 
structural interventions to reduce sex workers’ 
risks and vulnerability by working with the 
police, network controllers, facilitators and 
others within the sex network. There will also 
be an attempt to reduce vulnerability by 
providing alternative income generation 
programmes and encouraging participation in 
public programmes on literacy and sex worker 
rights. The intervention will also link up with 
health services. 


Hot spots slum-based interventions will 
operate with a geographical focus. Work will 
be structured around 10 slums in high-risk 
activity zones selected through the situation 


indicate the need for a 
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assessment. The interventions will work with 
various groups and individuals practising high- 
risk behaviour in slum communities through 
NGOs working with them. Here too, 
the programme will be linked with quality 
health services. 


Slum interventions 


Interventions will be undertaken in slums 
already networked with the government- 
initiated Swarna Jayanti Shahari Rozgar Yojna 
(SJSRY) programme. Comprising of awareness 
raising around HIV and AIDS, the slum 
intervention will operate by building the 
capacity of neighbourhood volunteers who will 
serve as information resources. Referrals to 
health services, promotion and distribution of 


condoms, and identification of cases for STI 
treatment will also be part of the intervention. 
In this context, it must be noted that slum 
interventions should not address sex workers 
within the slums themselves, since this would 
make them vulnerable to harassment, stigma 
and discrimination. 


Quality health services 


Access to quality health services through public 
and private partnerships will also be 
a component of the intervention project. 
These services will include treatment 
for STI; voluntary counselling and testing 
services; access to condoms; and care and 
support services. 


Our findings indicate the need for a 
programmatic approach with two main 
elements. The first focuses on interventions 
around sex work and in slums, while the 
second focuses on provision of access to 


quality services within these sectors. 
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Challenges and Limitations 


The study faced several challenges during the 
two phases. It also suffered from a few 
limitations as a result of the methodology that 
was adopted. 


One concern was that mapping did not reveal 
validated estimates or descriptions of 
individuals practising other types of high-risk 
behaviour like IDU, street children and MSM. It 
was assumed that these individuals did not 
congregate in any large numbers within HDMC. 
However, considering that homosexual sex is 
highly stigmatised and criminalised, MSM are 
doubly vulnerable. The invisibility that results 
from the stigma and fear of the law makes MSM 
a difficult population to access. The same can 
be said for IV drug users. This study used the 
geographical approach by locating obvious 
areas of high sexual activity, especially areas 
where people meet new sexual partners. 


Call girls, another type of sex workers, were 
left out of the situation assessment study, 
though anecdotal reports have indicated their 
presence in the study area. The reason for 
leaving out this section is that very small 
numbers were reported in mapping. 
Additionally, due to their secretive nature, 
interviewing them would have involved a 
substantial investment of time. Given their 
small numbers, a conscious decision was taken 
not to follow through with this particular group. 


Estimates provided by the study are localised. 
The study estimates how many sex workers will 
be found in a spot in a particular locality on a 
particular day. Adding the estimates from each 
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of the spots gives only a broad indication of 
the scale of risk involved. However, the margin 
of error could be large, since it does not take 
into account the overlap of sex workers 
across spots. 


One of the key challenges of the study has been 
to accurately define ‘high-risk behaviour’. In 
normal mapping terms, the team would look 
at truck drivers and helpers, sex workers, IDUs, 
MSM, etc. In this study, these definitions were 
irrelevant and considered simplistic. The task 
of the research team was complex as the focus 
of information gathering was more ambiguous 
than looking at pre-defined and specific 
occupational groups. 


The depth of information gathered in slums is 
limited. Slum populations function differently 
from general populations. The sense of 
involvement, the need to protect the 
community from external evaluation, the 
demand for adequate rewards for cooperation 
and the authority of gatekeepers, are all much 
higher than in populations outside slums. 
Hence, the process of data gathering on 
sensitive issues was an uphill task and required 
intensive participatory methods. The scale and 
period of this study were also limited, and data 
gathering was restricted to more general, 
socially acceptable issues. These served more 
to validate information gathered from the 
mapping of hot spots and existing hypotheses 
on risk behaviour in slums, than as a process 
for uncovering new information. 
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THE INDIA-CANADA COLLABORATIVE HIV/ 
AIDS PROJECT (ICHAP) 


ICHAP was established in 2001 through an 
agreement between the governments of India 
and Canada. It is funded by the Canadian 
International Development Agency (CIDA) and 
implemented by a Canadian Executing Agency 
comprising the University of Manitoba, 
Proaction—Partners for Community Health and 
Mascen Consultants. 


ICHAP’s mission is to mitigate the impact of 
the HIV/AIDS epidemic on vulnerable 
individuals and groups by strengthening the 
institutional capacity of key stakeholders in 
planning, designing, implementing and 
evaluating intervention programmes in the 
field. 


Key principles underpinning the ICHAP 
approach are: 


@ |nter-sectoral collaboration 
@ Evidence based planning 
@ Gender equity 

® Community participation 


@ Involvement of People Living with HIV/AIDS 
(PLWHAs) 


@ Sustainability 


ICHAP’s programmes are based in Karnataka 
and Rajasthan. In both states, the project has 
two mutually reinforcing components: 


@ Strengthen the institutional capacity of the 
State HIV/AIDS Control Societies (SACS) 
and a range of other organisations for HIV/ 
AIDS prevention, care and support. 


@ Develop and pilot innovative programme 
models through Demonstration Projects 
which can be replicated and up-scaled for 
larger impact. 


ICHAP’s Demonstration Projects are 
strategically located in rural and urban areas 
that are characterised by a rapid progression 
of the HIV epidemic and a relative lack of 
programming interventions. The experiences 
and lessons learned in the Demonstration 
Projects will be disseminated to promote a 
better understanding of the requirements for 
successful implementation. ICHAP’s 
demonstration projects in Karnataka include: 
@ A community-based rural HIV/AIDS 
prevention and care model — Bagalkot 
district 
@ A female sex work model — Bagalkot 
district 
@ An integrated urban HIV/AIDS prevention 
and care model — Hubli-Dharwad 
Municipal Corporation 


The Urban Vulnerable 
HIV/AIDS in Urban Karnataka 


A Mapping and Situation Assessment of 
HDMC, Dharwad district, north Karnataka 


The Hubli-Dharwad Municipal Corporation 
(HDMC) covers the twin cities of Hubli and ‘ 
Dharwad, and is an important urban centre 
in Dharwad district of north Karnataka, India. 
HDMC has several characteristics that make 
it important for HIV interventions including 
2 per cent HIV prevalence among antenatal 
women and low awareness on STI/HIV 
among STI patients. India—Canada 
Collaborative HIV/AIDS Project (ICHAP) 
collaborated with Swasti to carry out a 
mapping and situation assessment study in 
HDMC. This is a report of the findings. 


The primary objectives of the study were 
to map locales of high-risk behaviour in 
HDMC and estimate the number of 
participants thereof, to profile participants — 
in risk behaviour and to assess the situation 
of vulnerable groups with respect to 
prevention, testing and care for STI and HIV. 


The study was done in preparation for the 
urban demonstration project (UDP) by 
ICHAP which features interventions around 
sex work, slum communities, and quality 
health services. 
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